diseases-in spite of the fact that the clinical characteristics of each-i.e. progressive muscular atrophy and paralysis agitans-were conspicuously prominent.
The PRESIDENT asked what were the exhibitor's views on the explanation of the high protein in the cerebrospinal fluid.
Dr. J. R. GREENFIELD said that if this case were considered as one of amyotrophic lateral sclerosis, he did not understand why the ankle-jerks were absent without loss of power in the flexion of the ankle, nor why the upper limbs were flaccid when there was no loss of power in the upper arm. Was not this two diseases, or possibly two lesions, possibly on a vascular basis ? He did not think this case fitted in with the picture of Charcot's amyotrophic lateral sclerosis. Moreover, the cerebrospinal fluid in that disease practically never contained an excess of protein.
Dr. YEALLAND (in reply) said that each of the pathways involved in this case exercised, when damaged, its own peculiar influence on the tone of the muscles. The tendency to flaccidity in the upper limbs and to spasticity in the lower limbs, he thought might be explained by the occurrence of a greater degree of degeneration in the ventral horn cells than in their corresponding pyramidal neurons in the cervical region; and by the occurrence of a lesser degree of degeneration in the ventral horn cells than in their corresponding pyramidal neurons in the dorsolumbar region. He did not know what influence the neurons belonging to a degenerated extrapyramidal system could exert on the muscles when the corresponding ventral horn cells to which the impulses ultimately converged were also degenerated, except in respect of the clinical features presented in this case. He was unable to suggest an explanation for the excess of protein in the cerebrospinal fluid. Male, aged 67. Two years' history of difficulty in walking, shaking of right hand, and shooting pains in the forearms. He has suffered from arthritis for many years and his hands show Dupuytren's contraction. The onset was gradual.
Phy8ical examination.-Arthritis of right shoulder, wrists, and some of the hand-joints, with wasting and slight fibrillation of right supraspinatus and first dorsal interossei muscles. Rhythmic tremor, with rigidity, of right upper limb. Ataxy of arms and legs, not associated with loss of postural sense. Cranial nerves, reflexes, and objective sensory reactions normal. Blood and cerebrospinal fluid normal.
Di8cussion.-Dr. YEALLAND drew a diagram showing the anatomical relationship between the left striato-rubral pathway and both superior cerebellar peduncles, and said that he regarded the clinical features of this case as being consistent with a single lesion in the region of the left red nucleus. The patient described the pain as "shooting", and demonstrated its nature by thrusting his left index finger in several jerks downward from behind the right wrist towards his thumb, index and middle fingers. He (Dr. Yealland) regarded the distribution as well as the character of the pain as consistent with a lesion in the posterior nerve roots rather than with arthrogenous pain. Moreover, he thought that the wasting over 8c and 1D corresponded anatomically with the root level of the pain distribution, viz. 6c and 7c, because in view of Lissauer's tract the sensory root neurons ascended, before terminating, to a higher segmental level, the corresponding motor neurons leaving the cord two segments below. Could such a lesion be connected. with the central lesion in this case ? Would it be fantastic to suggest the possibility of a neurotropic virus, being cultivated in a long-standing arthritic joint, proceeding from the posterior nerve roots to the ventral horn cells. Could such a virus extend by way of the cerebellar tracts in the cord to the cerebellum, and thence to the superior cerebellar pedunoles and-tbe left .ppllidal system ? The PRESIDENT asked if there was X-ray evidence of arthritis of the cervical vertebre.
Dr. YEALLAND (in reply) said that there was some evidence of arthritis in the shoulder and wrists only.
The PRESIDENT said that the tremor combined with the ataxy would probably be connected with a lesion involving the superior cerebellar peduncles. It was known that a tremor of that type could be associated with lesions of the red nucleus. Was there any cardiovascular disease ? (" No.") The pain was, he thought, due to the arthritis.
Dr. MACDONALD CRITCHLEY said the clinical features recalled Lhermitte and Lejonne's description of " olivo-rubro-cerebellar atrophy", but knowledge of this affection was really confined to the one original case. He thought, as the President did, that the wasting and the pains were arthritic, and were outside the neurological picture.
Dr. WORSTER-DROUGHT said he considered that this case fell into the group of " delayed cerebellar atrophies ". There were several variants or sub-varieties, including " olivo-rubrocerebellar atrophy " and " olivo-ponto-cerebellar atrophy ". The olivo-ponto-cerebellar form appeared to differ only from the more usual delayed cerebellar atrophy in showing an extensor plantar reflex. Di8cUssion.-Dr. YEALLAND said that he considered the functions of the patient's posterior columns to be normal. He had never before seen a case of Friedreich's ataxy which did not present some evidence of disease in those columns. Moreover, there was no reason to believe that there was any disturbance of function either in the posterior nerve roots or the ventral horn cells. Yet the deep reflexes in the lower limbs were absent. The loss of the deep reflexes in Friedreich's ataxy was often attributed, he thought wrongly, to disease in the posterior columns. It was common knowledge that (3la&rke's columns of cells were degenerated in this disease and that there was also an increase of neuroglia in the grey matter of the cord in that region. He was, therefore, of the opinion that the loss of deep reflexes in Friedreich's ataxy was due to a lesion in the connector neurons of the reflex arc in the grey matter of the cord. He did not think that any part of the arc of neurons concerned with the deep reflexes entered the posterior columns of the cord, but that the afferent limb ran straight into the posterior horns.
The PRESIDENT said that he had seen many cases of Friedreich's ataxy, particularly in his work at an orthopoedic hospital, and it was not uncommon to find patients with lost kneeand ankle-jerks but with no demonstrable loss of sensation at all; that usually came a great deal later than the loss of the reflexes. He would not let it weigh against the diagnosis of an early case.
Acromegaly.-LEwIs R. YEALLAND, M.D. Male, aged 28. Eight years' history of failing vision, bitemporal headache, general weakness, and changes in appearance. Phy8ical examination.-Typical acromegaly ( fig. 1, p. 14) . Discs: Double optic atrophy. Vision: Left eye is blind; right eye (acuity -6 ) retains sight only in a reduced nasal field including central vision. Pupils: Left is inactive to direct but active to consensual light ; right is active to direct but inactive to consensual light.
